In this issue of Intensive Care Medicine, Schenker and colleagues present an interesting paper on the association between physicians' beliefs and the presentation of the option of comfort care for critically ill patients [1] . The authors present a mixed-methods study of 72 family conferences which included conversations about treatment decisions. They assess how comfort care is presented to surrogates. Comfort care was defined as withdrawal of life-sustaining treatment and/or a plan of care focused primarily on maximizing patient comfort rather than prolonging life [1] . They analyzed audio recordings of family conferences and found a broad range of clinicians' descriptions of comfort care. Most notably, they found that comfort care was not presented as an option in 44 % of these conferences, despite an overall inpatient mortality of 72 % in their cohort.
The authors also examine the association between physicians' beliefs that life support should be withdrawn and whether comfort care was presented to surrogates as an option. They found that physicians who believed more strongly that life support should be withdrawn were more likely to present comfort care as an option. Interestingly, severity of illness and the number of days in the intensive care unit (ICU) prior to the family conference were not associated with the presentation of comfort care. When comfort care was presented, there was a positive association between the strength of the physician's belief that life support should be withdrawn and the number of unique benefits of comfort care that were presented to surrogates.
These findings-the fact that comfort care was not presented as an option in almost half of the family conferences for this cohort with high mortality and the fact that whether or not comfort care was presented as an option was associated with the strength of the physician's belief that life support should be withdrawn-raise questions about the process and quality of shared decision-making in the ICU. Inadequate communication is a commonly identified barrier to surrogate decision-making in the ICU [2] [3] [4] , and this study raises the possibility that some of the inadequate communication experienced by surrogate decision-makers may be directly related to physicians' personal beliefs and values. The beliefs of individual clinicians vary widely, particularly when considering what constitutes appropriate care for critically ill patients [5] . If physicians' beliefs and values are influencing which options they present to surrogate decision-makers, specifically limiting or omitting options that are not in line with the physician's beliefs, surrogate decision-makers might not be fully informed for participation in shared decision-making. This may ultimately lead to treatment plans that do not match the values and preferences of the patient at the end of life, which should be our goal.
It would be interesting to further examine what specific factors are associated with physicians' beliefs about whether life support should be foregone. There may be specific demographic characteristics and clinical or training experiences that influence physicians' beliefs. It is also possible that physicians' emotional responses to death could affect both their belief about whether life support should be foregone and whether they choose to present comfort care as an option. Physicians often report having strong emotional reactions to patients' deaths; this is particularly true when physicians have had longer-term relationships with patients, but also true even for shortterm relationships [6] . These emotional reactions, and the stress of caring for dying patients, might influence physicians' beliefs and behaviors. These studies suggest that it is important for clinicians to be aware of their own beliefs and biases when engaging in conversations about end-oflife treatment options with surrogate decision-makers and to identify ways to ensure these beliefs and biases do not interfere with the delivery of patient-centered care.
While this study focuses on physicians' beliefs, it is also important to consider the beliefs of other members of the multidisciplinary ICU team. Specifically, it would be interesting to know whether the strength of nurses' beliefs that life support should be withheld or withdrawn is associated with whether or not comfort care is presented to surrogates as an option. Nurses may have unique views and experiences which influence their own beliefs about care at the end of life, and they have their own emotional responses to death of a patient [7, 8] . For ICU nurses, both caring for dying patients and the number of decisions to forego life-sustaining treatments are associated with increased burnout [9] , which may also influence nurses' beliefs and behavior. With an increasing focus on the importance of collaboration between nurses and physicians in the ICU [5, [10] [11] [12] [13] , consideration of the perspectives of other members of the multidisciplinary team and how those perspectives affect communication with family members and the treatment choices presented to surrogate decision-makers will be important.
This study has some important limitations, including the fact that the authors do not have information about patient preferences. It is possible that comfort care was not presented as an option because it was known that this treatment would not be consistent with the goals and preferences of the patient. However, it is very unlikely that this was the reason that comfort care was not presented as an option the majority of the time, particularly because of the strong association found with physician beliefs.
This is an important piece of work that begins to explore the reasons why comfort care is not always presented as a treatment option to surrogates of critically ill patients, and suggests that physicians' personal beliefs influence the treatment options that are presented at the end of life. Future work should explore the consequences of not presenting this treatment option for patients and their surrogate decision-makers and the best methods to ensure that shared decision-making about end-of-life care fully incorporates patients' values, goals, and preferences.
